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 N 000 Initial Comments  N 000

This visit was a home health agency state 

licensure survey.

Survey Date:  January 31 and February 1 and 4, 

2013.

Facility #:  2870.

Medicaid Vendor #:  N/A.

Surveyor: Janet Brandt, RN, PHNS.

Total number of records reviewed:  5

Closed records:  1

Open records:     4

Home visits:  3.

Total unduplicated census:  173.

Vital Home & Healthcare Inc is in compliance with 

the Indiana Rules for home health agency 

licensure 410 IAC Article 17.

Quality Review: Joyce Elder, MSN, BSN, RN

February 6, 2013
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